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The distribution p£ health professionals, 
particularly physicians and dentists, has been especially critical 
for rural America. An effective lasting solution vill depend not gnly 
on economic incentives but on the development of a health care 
delivery system that links providers to hospitals, ^decreases 
professional isolation, and utilizes physician extender personnel in 
isolated areas. fiefoi;e building a health system, the community must 
consider four basic issues: (1) need— are there enough people to 
require the services of one or more physicians? (Z) feasibility—is 
the community able to financially support health care personnel and 

f acilities?- (3) existing health- care -sources— •where -does ^ the 

population currently obtain healtii care? and (4) linkages- — are major 
health resources accessible and available in the larger region for 
required backup services? The health system should address the 
population's needs for all three levels of care— primary, secondary, 
and tertiary. Emergency medical service should be an esisential 
component at all levels. Consideration should also be given to 
linkages with medical schools and health departments, transportation, 
and community and financial support. Seven models of the rural 
primary care center depicting various levels of organizational 
arrangements are described. (NQ) 
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THE FEDERAL INITIATIVE IN RURAL HEALTH 



It has long been recognized that community health plamiing 
can prevent waste of money and fragmentation and duplication 
of services. There is a need for more efficient use of available 
health manpower and resources. Nowhere is the need greater 
than in rural America. 

The recently enacted National Health: Planning and 
Resources Development Act (Public Law 93-641) creates a net- 
work of health planning and resource development agencies at 
- 'the regional and S ta televels rNot less than-25 percent of-the — - 
allotments to the States for medical facilities projects may be 
used for outpatient facilities to serve medically underserved 
people and half the aliotntients must be expended in medically 
underserved rural areas. 

Public Law 91-419, the Rural Development Act of 1972, 
requires that goals be established for the rural development of 
employment, income, population, housing, quality of 
community services and facilities. This legislation will have a 
decided impact on the health and quality of life or rural people 
who sxe seriously affected by the prevalence of disease and 
chronic conditions resulting from inadequate shelter, poor 
water supplies, substandard sewage systems, and occupational 
and work-related illnesses. 

The new priority requires strengthening the rural health 
system in primary and preventive care through integration of 
services. By pulling^manpower, supporting services, facilities, 
and technical assistance together at the local level, an 
independent and self-sustaining capability in health care can 



bexjreated. Th local effort should be designed to use local and 
State resdiifces to an increasing diegree. 

Gommunity Health Services, Health Services 

^aininistxatioh ;i's m^^^^ 

rieiitparts— Centers Program, the 

MigrMt Health Program , the Appalachian He 
and Ae National Health Services Cor^ 
commuriity and multicounty / community primary care 
systems in areas with critical health rnanpow^ 
Fortyrseven bt these integrated ^fforte-rJflur^ Health Initi- 
atives— were in operation by the summer of 1975. 

Approxiinately 21 percent of fte 127 ce^^^ 
Community Health Centers Program that provide health care 
to more than L4 millioii people are rural projects. Many others 
serve rural populations as part of their service areas and 
17 of the 20 family health centers are located in rural areas. 

The Migrant Healtiti Program is responsible for the health 
care of appro:::imately 3 million farmworkers and their 
dependents in 100 agricultural counties throughout the United 
States and Puerto Rico. ^aa 

The Appalachian Health Program administers over 300 
health planning and operating grants in the 13 Appalachian 
States region^ It coordinates health activities with the overall 
development program of the Appalachian Regional 
Commission. ^ 

The development of ambulatory care systems has been an 
increasing priority of the Public Health Service. The National 
Health Service Corps (NHSC) has been strengthened and ex- 
panded to meet its primary mission of developing health care 
practices in areas with critical shortages of primary care 
providers. The NHSC has placed more than 325 physicians, 80 
dentistsV^nd 141 physician extenders in 270^a^^ 
and Territories, 85 percent of them in rural areas. 

Other PHS efforts with impact on rural health include the 
Indian Health Service (IHS) , which operates 51 hospitals, 83 
health centers, and 300 health stations and satellites, providing 
medical and community health services to 500,000 Indians and 
Alaskan Natives. Because of the unique Federal responsibility 
for the Native American population, the IHS is usually not con- 
sidered a rural health program, although it serves an over- 
whelmingly rural population and these services represent a 
significant Federal contribution to rural health needs. 

The Emergency Medical Services Systems Act is especially 
important to many rural commimities that have been unable to 
develop adequate emergency care. Most of the grants awarded 
in this program have been fpr feasibility studies and planning in 
rural areas. These plans are reviewed to insure that adjacent 
rural communities are not excluded from any proposed 
emergency medical service systjem. 




i^Fbrt health 
Sifehters; funded by Uie National Institutes of Mental Health 
. Sferye one or m 
thesis' rurall^ehte^^ 

thciy^must bring services to people scattered over areas as large 
as 10,000 square miles. 

^^^^i^^ T^^ of health professionals, particularly 

physicians and dentists, has been especially critical for rural 
America; An effective lasting solution will depend not only on 
economic incentives but^^^^ 

delivery system in rural America that links providers to 
hospitals, that decreases professional isolation, and that 
utilizes physician extender personnel in isolated areas. The 
development of rural health care systems must be linked with 
the development of schools for health professionals in non- 
metropolitan communities and of measures and incentives to 
move the residency training of more physicians out of 
metropolitan areas. 

The National Health Planning and Resources Development 
Act should be a major force in directing the use of Federal 
resources throughout the country. The Act should insure that 
the service programs will offer more effective communitywide 
solutions. It reflects the positive trend of placing more reliance 
on States and Jocalities to develop and deliver health services. 

In addition, there is a need to move expeditiously and 
thoughtfully toward a rational system of health care financing 
that provides for the distribution of the costs of care over a 
broader population and gives effective incentives for cost con- 
trol and quality assurance. It will be most important to develop 
this system so that it can accommodate increases in services 
that the American people may expect in the future. 

Historically^ Fed^^^ 
been categorical ; most programs have focused on individual 
groups or populations with specific problems or diseases or 
special beneficiary status^ It is necessary to reconsider this 
approach, especially in the growin g num ber of rural areas with 
^ritieal4iealth'ma'np'owef^ 

resource shortage. ~— ~~ _ _ 

Implementation of a more effective Federal initiative in 
rural health will require closer ties among local. State, and 
Federal activities, those conducted by consumer and profes- 
sional groups and those being sujpported through foimdation and 
other funding. Some State medical associations are designing 
mechanisms to supply health services to rural areas and are 
developing modifications of delivery and financing systems at 
the county and multicounty level. Even with federally -funded 
projects from a number of departments, success appears to be 
related to the active participation of the local community, ^ 
especially health professional groups and organizations. 



8 



ERIC 



BUILDING A RURAL HEALTH SYSTEM 

- Because of-today's transportation-modes , it is jiot necessary .... 
to have a physician in every town. Health resources can be 
organized into larger and more efficient systems where rural 
iaBd amaU urban com mu^ 

enough to support a full range of quality health services and 
facilities. 

The hewer hospitals or additions often contain office 
ispiace for physicians so that the laboratory, X-ray, and 
emergency room services can be used for ambulatory patients 
as well as inpatients. In lairge towns, phys 
often located close to the community hospital. In rural areas, 
it might be more p^^ centers 
with physician extenders residing in the community. 

The community must consider four basic issues before 

building a health system : 

1. Need: Are there enough people to require the services of 
one or more physicians? ' 

Feasibility: Is the community able to financially support 
health care personnel and facilities? 

Existing health care sources: Where does the population 
currently obtain health care? 

Linkages: Are major health resources accessible and 
available in the larger region for required backup 
services? 

COMPONENTS OF A HEALTH SYSTEM 

A health system should attempt to meet the health needs of 
all people. It has become increasingly apparent that basic 
(primary) health care caft be provided on an ambulatory or 
walk-in basis within reasonable distance.of the people being 
served. Some patients may need specialty care and hospitaliza- 
tion (secondary), therefore primary ambulatory care should be 
linked to secondary levels of care. Others may need the more 
specialized diagnostic services or treatment available in-the 
large medical centers (tertiary). For a health system to be 
complete, it must provide access to a tertiary care facility 
where highly developed diagnostic skills are available and 
unusual procedures such as heart surgery or organ transplants 
can be performed. , * 

No one rural community will have the totality of health care 
needed by its population. But each community can have access 
to basic primary care and be linked through formal arrange- 
ments to higher levels of care in the same or another com- 



. munity, at the State level, or even in another State- A rural 

health system should address the needs of the population for 
... all three levels of care. 

Primary Care 

A primary care facility should be no more than 30 minutes 
driving time from the majority of the people to be served. A 
local community health center, physician's office, or health 
department can be organized to deliver primary care services 
to ambulatory patients. 

Primary (ambulatory) care represents 80 percent of the 
care that people need and includes the diagnosis and treatment 
of uncomplicated illnesses and disease, preventive services, 
case finding services, home care services, minor surgery, 
emergency care for problems not requiring specialized per- 
sonnel and equipment, and preventive, diagnostic, and 
restorative dentistry. 

Traditional primary care services should relate closely to 
other sources of primary care which include : 

Health departments offer many preventive services and 
may arrange for family planning, immunizations, 
communicable disease control, crippled children's voca- 
tional rehabilitation, home nursing, health education, 
dental care, and screening procedures. Health depart- 
ments usually offer environmental health services. 

Schools sometimes provide health services that include 
nursing, vision and hearing testing, other screening 
procedures, and health education. 

Mental health services are available through community 
mental h eial th c enter s which sorii eti irhes pirovide con- 
sultant services. 

Voluntary health agencies (heart, cancer, lung, mental 
health associations) usually operate on a regional basis in 
rural areas and have local committees. They may be 
sources of service in education, nutrition, anti-smoking, 
and obesity control. . ^ 

Agricultural extension services may also offer health 
education, nutritional counseling, or other services. 

Primary care is usually provided by physicians, physician's 
assistants, nurse practitioners, nurses (including LPNs), 
dentists," dental hygienists, and dental assistants. It utilizes 
health and related assistants for laboratory work, outreach, 
and other services using specially trained personnel. 

Under the direct supervision of a physician, physician 
extenders may provide diagnosis and treatment. The physician 
may not always be present at the center, but he is always avail- 



Ibk by tele^^^^^ andpatients who require a 

Dhysiciari'is attention are referred to him^^^^^^ , 

-r^iHiniircWtea^ 

irr^lSo?^^^^^ 

Sulf fets of the practice are usually managed by someone 
familiar \with thiat \work. ; 

iprimary tare Personnel— Populatti»n Ratios ^ ^ 

^jf^^ti^n for staffing primary heal^^^^^^ >s based 

on the following a^^ 

ilihysib^ personnel (receptionist, 

niSse) are able to provide primary care services to a 
patien^^^^ 

Pliy^i^^^ 000 
estimated to be capable of handling a pataent load 0^^^^^^^ 

to l,500 persons. Physician extenders and support staff 
^ appear to be ec^^^ 

' The National Health Service Corps Program approves 
staffs sites at: 

A physician to population ratio of 1 to 4,000. 

A physician extender to physician ratio of about 
to 2- or 3 where feasible. 



and 



sFrnWheM personnei-population ratios for P^}^j^2a^rt 
centlrs^vhich woild need to be adjusted to the specific site are. 



10,000 population 
or above 



5 or more physicians 
2 of more physician extenders^ 
An administrator and backup 
personnel 



5,000 to 9,000 population 



2-4 physicians 
1-2 physician extenders 
A bookkeeper-manager and 
backup personnel 



2,000 to 4,000 population 
1 ,500 population or less 
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1-2 physicians 

1 physician extender 

Backup personnel 

1 physician extender with 
backup by physician (s) and 
bookkeeper-manager 

Backup personnel 




vy Second offers inpatient or diagnostic dare, both 

l^aicutei^ -^-r 
and care for cpmplicated problems (including dental) . Any 
^ ^ ho^^ 

seryic specialized attention is secondary care. 

l^^jGorisuk^ 

and surg:cry also represent 

1^^^^ : , 

A secondary care site usually should not be more than 60 
: ; minutes driving time from the primary care facility . 

i which areinherentto the area, such as 

black lung disease, may require theaddition of physician 
specialists to the secondary health care team Arrangements 
should be made to insure (1) the linkage of primary care sites 
^ to secondary care sites so that all referred patients will be ^ 
seen by the appropriate specialist; (2) that patient records are ^ ^ 
made available to the specialists for quality care; and (3) that r 
reports from the specialist flow back to the center to insure 
adequate folio wup. In some instances it may be necessary to 
provide and make special arrangements for specialty services 
to communities some distance from the primary care site. ^ 

Primary ambulatory care centers need formal arrange- 
ments with hospitals which meet the conditions of participation 
under Medicare, including licensure by the State and accredita- 
tion by the Joint Commission on Accreditation of Hospitals. 

Tertiary Care 

Tertiary care is normally available in large teaching 
hospitals or university medical centers^ It is exemplified by a 

-r™medical scho6l complex or a teaching hospital center where™ ^ 

diversified types of functions (diagnostic workups, heart i 
surgery /neurosurgery, and renal dialysis) are brought ; 
tagether for the common purposes of medical care, medical 4 
. education, and research. • :-:-^ "M 

: Tertiary care ideally should be hb more than two to three 
hours driving time from primary care? sites. Helicopters and '-"^ 
other aircraft may be used to link rural areas to tertiary care - — ^ 
:;.;;;;-ceixters.;-. ■ ' ■ " , * ' y 

( Emergency medical service is an essential component at 
all three health care levels. At the primary level it calls for 

■ : a week, and emergiency transportation services staffed by 
; trained attendants capable of on-site and/or in-transit care . 
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A Stratified Health System 

TERTIARY MEDICAL CARE AND HEALTH SERVICES: 
FOR A STATE OR MULTIPLE COl^ 

(Provided In a Medical Center of a University Teaching Center) 
Quality specialty care in a personalized fashion: 

1. Specialized medical, diagnosUc. and therapeutic serv. 
ices for unusual and complicated cases. 

2. Specialized surgical care for unusual and complicated 
cases (neurosurgery, organ transplants, etc.) 

3. Specialized dental care for unusual and complicated 
oral disease and surgery. 

4. Emergency medical care. 

5. Part of a comprehensive health care system. 

SECONDARY MEDICAL CARE AND HE ALTH SERVICES: 
FOR A REGION 
(Provided in a Regional Hospital or Health Center) 

Quality secondary and referral care in an available and personal- 
ized fashion : 

1. Medical and surgical diagnostic services for complicated 
problems. 

2. Surgical care and medical care for complicated problems. 

3. Services for major surgical and medical emergency problems. 

4. Specialty dental care— orthodontics, endodonUcs, periodontics. 

5. Emergency medical care. 

6. Part C liomprehensive health care system. 

PRIMARY MEDICAL CARE AND HEALTH SERVICES: 
FOR AN AREA 

(Provided in an Area Health Ambulatory Center) 

Quality primary care and health services in an available, personalized, and 
continuous fashion: 

1. Preventive services, case-Hnding services, and diagnosis and treatment for 
usual and uncomplicated illness and disease. 

2. Minor surgery and medical care for uncomplicated problems. 

3. Home care programs— nursing services. 

4. PrevenUve, diagnostic, and restorative dental services. 

5. Part of a comprehensive health care system. 

6 Cn large Area Health Centers, services for surgical and medical problems 
not requiring specialized personnel and equipment.) 

(Provided in a Community Health Center, usually a satellite to an A-ea 
Primary Health Center) 
Quality primary medical care and health services in an available, person- 
alized, and continuous fashion: 

1. Preventive -ervices, case Hnding services, and diagnosis and treatment for 
usual and uncomplicated illness and disease. 

2. Supervision of home care health services. ^.^ — 

3. Part of the comprehensive health care system. 
Source: R.C. Rakal . M.D. (Iowa) 
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OTHER RESOURCES 



Linkages to Medical Schools 

_ Many m^^ 

• training opportunities in rural areas for students and 
residents 



• continuing education opportiinities 



Each center should endeavor to negotiate arrangements 
with nntedical schools in the above areas. Such relationships 
should prove useful to a rural health care system for future 
recruitment of scarce personnel and for filling professional 
needs. 

Health Departments 

In many areas, county and district health departments, with 
major responsibilities and potential for broader preventive, 
environmental, and educational roles, could serve as 
important factors in the development of a broad-based effective 
rural health care system. 

Transportation 

Rural health system planning must consider the need for 
emergency and other types transportation. This is very 
important to a rural health care system and may be the 
critical element in making it possible for people to obtain the 
care they need. 

The Administration on Aging, voluntary health agencies, 
health departments, health programs, and other social 
programs may offer services or provide payment for transpor- 
tation. The trend is to integrate transportation services to 
meet more than one public service need. 

Community Support 

Substantial community support is a key factor in the success 
and continuity of a rural primary health care system* All facets 
of the community — business, political groups, civic organiza- 
tions, churches, and interested individuals— should be involved 
in planning and monitoring the center. 

Accountings legaU management, and organizational 
abilities, as well as other skills, have proved to be indispensa- 
ble in community development of a health system. The com- 
munity must be aware of the existence of the center and the 
quality of care offered, and they must utilize the center. 



• providing preceptorships 

• specialty consultation 



• staff support 

• quality review 



K^i^l&FlMncIal Support • . 
iSi^lg 1^ critical in the continuing operation of a 

ilflifprim income must be 

^^^^^rr^^ party insurers (Medicaid, Medi- 

fctobi and pr^^^ should be identified, 

5K ;. ;;have rates negotiated where required, and be billed for 
l^i; State goyernnaeiits may b^ a source of 

funds fbr pay fbr their own car^^^ 

^ P^^ may also supply financial support. 

REPRESENTATIVE MODELS 

Organizational arrangements and methods of delivery of 
' rural primary care could include solo practices, group 
practices, niedical foundations, publiCihea^ 
maintenance organizations , hospital outpatient departmients* 
; school health programs, and community heietlth centers. 

The following seven models concentrate on descriptions of 
one approach to the delivery of rural health care — the rural 
primary care center . 

Special emphasis is given to the involvement of hospitals 
in the development and delivery of primary care services in 
rural areas. This emphasis is believed appropriate becaiis^^ 
the community hospital is a logical focal point for the com- 
munity's health resources and should be aii integral component 
of any community health care system, and (2) a need exists to 
establish coordinated systems for more effective and efficient 
utilization of institutions in the delivery of primary health care. 

While each model discussed may not describe the relation- 
ships at the secondary and tertiary levels, it is understood that 
these linkages must be established for any of these centers to 
be considered as part of a delivery system. 

Schematic of Models 

The seven models shown in the schematic depict varying 
levels of organizational arrangements. Hospital involvement/ 
control is the particular organizational relationship that dif- 
ferentiates the models. The degree increases from model No. 1 
to Model 7— as shown by the top to bottom scale. The antithesis 
is one of community involvement/control and increases from 
model No. 7 to model No. 1. 

The schematic depicts only an involvement/control relation- 
ship between the center and t!ie hospital. Other relationships, 
such as contracted services, training affiliations, and hospital 
admitting privileges for center physicians may exist/butare 
not shown. In some instances, the center may contract with a 
hospital for sophisticated laboratory testing or radiological 
services, but the hospital is not involved in the.policy-making 
and management of the center. 
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SCHEMATIC OF MODELS 



o 



1. Free-standing, com- 
munity-owned, and 
operated center 




2. Community-based 
corporation operating 
satellite centers 



■O 



3. Community-based center 
assisted by hospital 



4. Hospital-based center 
jointly developed by two 
hospitals 




5. Hospital-operated satellite 
center 



6. Hospital-based 
(physically) center 




7. Hospital converted to 
center 



Primary Care Center 
I [ Hospital 
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1. The Free-standing, Community-Owned and Operated Center 

This model of a rural primary health care center is charac- 
terized by a private, nonprofit, community corporation which 
owns the facility and has total responsibility for its manage- 
ment and operation . Annual dues may be levied to provide a 
voting membership in the corporation. The full corporate^ , 
meSship. which is broadly representative of Uie population 
of the service area, elects the board of directors. All Pfr- 
sonnel working in the center, includmg physicians and dentists, 
are usually salaried employees of the corporation. /^^^ ^ . 

This model requires a substantial and long-range commit- 
mentof time, energy, and money by the community. The com- 
munity accents the responsibility for the ^oP^.entfJ'^^^, 
deration of its own health care system and the uto 

must be to attain and maintain self-sufficiency after outside 
"start-up" grants, if any, are terminated. 

Some basic criteria that might be used for this center are : 
a The service area (1/2 hour's driving time from 

■ center) shall contain not less than 3-4,000 persons. 

b. A physician-to-patient and dentist-to-patient ratio of at 
least 1-2,000. 

c At least 50 percent of the service area population must 
reside approximately 30 minutes driving time from the 
nearest hospital or health center. 

d. The sponsor must be a nonprofit public or private 
corporation. 

e The community or sponsor must demonstrate strong 

■ leadership in developing the project and provide a 
substantive financial commitment. 

f . All clinical personnel must be salaried employees of the 
health center. 

e At a minimum, the program must have the equivalent 
of two full-time primary care physicians and/or 
physician extenders. 

17 



One area for cooperation between a hospital and community- 
5 based health center is that of providing hospital staff privileges 
.^lor physicians employed in the center. Center physicians can 
; admit their patients to hbsp as the attending : 

, rphysiciahs or by re^^ 
staff. The latter method may be more desirable to the center 
physicians because of travel and time involved in attending 
their patients in the hospital, especially where the hospital is 
some idistance away. 

There will continue to be debate among providers of care 
about the need for and/or the appropriateness of the 
community-based center as a source of rural primary health 
care. To some, it is unnecessary duplication and competition; 
to others, it is a further inroad for socialized medical care. 
Nevertheless, this primary care model suggests that local con- 
trol is often popular with those being served, primary care 
services have been made more accessible in rural areas, and 
the model can be reproduced and adapted to the needs and 
desires of rural communities. 

With the necessity of attaining self-sufficiency of major con- 
cern, most of the difficulties encountered in the develop- 
mental years relate to financing. Most community-based 
centers must generate sufficient revenue from their services 
to support their operating costs when grant support is ended. A 
significant amount of this revenue is derived from third-party 
payers such as Medicaid, Medicare, and private insurance 
carriers. Free-standing, community-based centers differ from 
the usual health care providers with which these insurers 
usually deal, and center administrators frequently experience 
difficulties and long waiting periods before obtaining the 
necessary approval from these service agencies. 




2. The Community-Based Corporation Operating Satellite 
Centers 

This model of rural primary health care delivery is es^ 
fi^entially v^n expanded version of the free-standing, community- 
operated center. The basic organizational difference is that 
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salaried employees of the CO i: i 

Wetvices and if feasible, dental care. Transported^ may be ^ 

S^l^vlilable^^ w^^^ sent to a com- 

illSffiSy. Radiology serv^^ 
SSdatcferiterr 

referred to the primary center or to local hospitals. A small, 
iSdIharLilcy may be estabU 
SSied through the local visiting nurses asso^ 
SSal^e?vi<i rSerrals are made to the^^^a^^^^^^ 
SgeSj^^ervices are available through a physicwn on call 
Stiie center is closed and at the emerg^^^^ 
localhSspital. Medical services are provided to mirsmg and 
boarding homes in the areas of the centers. 




S. The Community-Based Center Assisted by a Hospital 

This model combines community control with the technical 
fls-=stance and administrative resources of a community hospi- 

HSStannvolvement with the development and/or opera- 
tfokTa ceX goes beyond contracting to provide services or 
^SmiSeS^SA^firivileges to the physicians workmg in 
Ae Senterilie hospital is responsible for meetmg thecom- 
mSTprimary health care needs, but does not control or 
S)S the delivery system. A community corporation retains 
Se decislin^^aW^^ authority for defining, 
rmeratine its own health care system. The success of this model 

S^e^eSScTy upon a total °e'I bv'ttif^^^^^^ 

money from the community, and a commitment b/^f^osP'^^^ 
S advise and assist, but not to control or manipulate, the 

'°ZSSSust be reachedbetween the hospital and the 
co.SS?y"oioration that defines the intent, purpose, and 
goXf tiie reSionship between the two organizations, and 
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decides on the type of heaitii system that is to evolve. The basic 
elements of this agreement might be : 

1. The community corpomtion does not plan, develop, and 

inaintain its own primary health care system, although it 

has the right to determine what services are to be 
provided. 

2. There is a real need for the development of such a health 
care system in the area. 

3. The role of the hospital must not result in a long-term 
involvement in the operation of the center ; other local 
hospitals should become functional parts of the system. 

4. The hospital would operate the system for a stipulated 
period of time and provide for an orderly transition of 
control and operation to the community corporation. 

The cleai' intent and mutual understanding of this agree- 
ment is to assure the transition of responsibility from the 
hospital to the community so that the center can become self- 
sufficient and determine its own destiny. There should be no 
attempt by the hospital to control the system. 

The establishment of this kind of relationship between a 
community and a hospital is invaluable for successful imple- 
mentation of this model of rural primary health care delivery 
and is necessary for developing a comprehensive scope of 
services. The continuing availability of technical expertise and 
consultation in administrative and program development, staff 
recruitment and training, and program evaluation can be a 
major factor in the success of the program. 

Another important component of the relationship between a 
community corporation and a secondary health care facility is 
an educational one. A family practice residency program and 
other educational activities of a hospital may provide academic 
stimulation for the employees of the center. The family 
practice program serves as a continuing source of new staff and 
provides a framework for professional interaction and 
consultation. 
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H is more complex and involves ntiore hospital input and control 
1''^^^ than the previous models ;Successful.implenientation depends, 



IS on open cbmmunication, mutual respect arid confidence, and a 
gH^Vjointcommitmerito^ two hospitals to do yrhat is l^e^t fpr the. r. 




tidris if the respective hospital Iw^^^ 

establishment of a primary care center by the two hos 

triay noibnly attract and retain iphysicians;but also s^ve as a^/| 



.■'betweerilthe.tw6.institutions.v:--; ?;:v^;: -^^'^ :.->;v •■v^'v- " ' ■ 
All staff in this riaodel are salaried employees. Specialty -/ ^^ 
services are available through contracts with consu^^^^ 
all ancillary services of the hospitals are provided to the center. 
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5. The Hospital-Operated Satellite Center 

In this model, the hospital e«ends its outpatient services by 
establishing a satellite facility .The center is •geographically 
removed from the hospital, but administratively controlled and 
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^^^^^ 
niedicalfchoomaS^^^ 




Swtrrients of the hosp^ 
M - Sa^i^ll of the teclmic^Mto^JJg^ 

: serve to shift patien^^^s^^ 
hSive cohtihuihg health sup^ryi^^^^ ^nakef ;;• i.^ 

for establishing apr^ 

: m^S^ribute to ttds p^e^ encountered i^6^?tri^|:H 
certain unique problems 
primarycarecentermal^g^toL 1^^^^ 

department for which tiie h^^^^^ 

ble. the center »«ay have diincu^ ^^^^^y even with a 
t^nrn and responsiveness TO, v 
; \ ?ormunityWisory^^^^^^ 

There is a need to f^ucate tne^ opposed to episodic emer 
of comprehensive primly J^we^^^^ . . 

staffs the center. ^ „o;.tpr in awing of the hospital , 

^::v iScatingtheprimarycare^^^^^ 

makes it unnecessary to P^^na^| emergency room is^ , 
I^^oloey equipment and suppUes. in« | closed and , 
, IvtSL^lef'rbLku^^^^^^^^^^ 

. personnri can be shared an^^^^^^^^ , „ „.^„ 

IjC:: ; extended care facility, wnereu 
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7. The Hospital Converted to a Center 

; -"^^SS^eTn'pS r "ral hospital from 

providing primary care ambulatory care center 

ofc^KfS^j^^^^^^^^^ 

alternatives to bankSntcT/n5''.°.'^^^'^^^ 

shared services^^?ran|eSs ^^^^^^^ are enteringlnto 

be to change the facfluf S^pHm/r^^^^^ Another option may 

this is viable for a partSrr^rTh^v^^^^^^ 

health care needs of thS^i^"'^ ''^P^"^^ on the 

ability of primary ca?e serv^cS ^^^^^ 

practitioners, conversion to «nf ^"'^ «no"gh priva e 

spe^ltyho.pita?;TyTeSo^:'^^^^ 

and resources, and a SSt nf °^ ^^^^ health needs 
developed to minimfzeTe imJfS 

If the hospital is to be reJS.w^f V^^ community, 
center, it must : restructured as an ambulatory care 

• Emphasize ambulatory care while dp u • • 
inpatient care. ^""^ de-emphasizing acute 

or 

: * Jccre&n."^''*^ 
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obseryation,tesJing. and minor ^^^^ 
. , a "de facto" small hospital. employees of 
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